his opinion could not be expected to be impartial. In fact, he explained, the evidence from research studies was totally convincing: regular exercise reduced the risk of coronary artery disease, was a useful treatment for hypertension and peripheral arterial disease, and also made people look and feel goodso boosting their self esteem.
Probably the most provocative speaker was the last, Elizabeth Ferris, who had won an Olympic bronze medal for springboard diving in 1960 and is now medical officer to the British Pentathlon Association. She presented a mass of data showing that the traditional inferiority of women in competitive sports was largely attributable to social and psychological factors rather than to physical differences. Indeed, in some circumstances women had physiological advantages over men: they seemed to adapt better to altitude and their metabolism might be better suited to endurance events such as marathon running. Possibly with better training the differences would be reduced to the psychological ones associated with sex hormones: male hormones such as testosterone did seem to play a part in the intense competitiveness needed for success at the highest levels.
Whetherand if so in which eventswomen might compete on equal terms with men provoked a lively discussion. Already in some sports such as sailing and equestrian competitions the sexes do compete in this way: the number of such sports may increase. Sadly, however, the evening concluded on a less happy note: all concerned agreed that children with potential as gymnasts and in some other sports were being over-pressured by parents and coaches and subjected to training programmes that were far too intense.
TONY SMITH

Editorial Representative; Open Section
Employment problems of diabetics'
It is now the accepted medical view that most diabetics should be capable of performing just about any job. At a meeting on this subject, two consultant physicians who hold large diabetic clinics took this view and so did the two occupational physicians who spoke. Thus the meeting was addressed by the converted and it only remains to persuade prejudiced employers to accept the medical consensus and cease discrimination. The British Diabetic Association will be satisfied that one more expert group has added its special plea on behalf of their members.
Of course everybody agrees that insulindependent diabetics (IDD) should not become aircraft pilots or bus or heavy goods vehicle drivers (but some do so nonetheless, e.g. 7 out of 250 IDD in a series investigated by Frier et al. 1980) . They should be encouraged to declare their condition to the car licensing authorityin fact some of us may well be reluctant to be driven by a diabetic taxi driver. Obviously they should not work with certain hazardous machinery or on heights. Furthermore the Armed Forces do not accept any IDD, and with 330000 personnel they are very large employers indeed.
But what about the employer who is faced with two equally well qualified young men or women, one of whom is a diabetic? Training someone for many jobs today is extremely expensive and the employer may have heard that the diabetic is more liable to heart disease, nephropathy, retinitis or vascular disease than the 'normal'; that a diabetic may statistically have a 30% shorter life expectancy (Mehl 1983 ) and working life, and make greater demands on the pension fund (although it is acknowledged that he may have fewer trivial absences than the 'healthy' applicant); that as soon as shift work is mooted he may refuse on.'medical' grounds. There may also be problems with insurance if he needs to drive vans or cars on company service and he may have to take time off to attend his diabetes clinic. While there is a high level of unemployment it is quite unrealistic not to expect employers to discriminate against the handicapped. So what can and should be done?
Firstly, one may recall that the Disabled Persons Act requires employers to take on 31% of registered disabled people. But this Act has not been enforced for many years and the 'green card' is almost as defunct today as the ration card. With 3 million unemployed the prospective employer may in fact feel that the healthy are equally deserving of a job, and who is to say that doctors should not plead for healthy applicants as part of primary prevention? Secondly, the general practitioner and the consultant can do a lot to enable diabetics to follow many jobs without difficulty. Dr John Lister, Physician in Charge of Diabetic Clinics in the East Berkshire District, said that most diabetics are good employees with good attendance records. He emphasized the importance of educating diabetics to understand the principles of treatment so that they can achieve good diabetic control. They should be regular in their dietary habits and should monitor their control either by urine testing or, preferably, by blood glucose estimations. Insulin-dependent diabetics must understand the circumstances which may induce hypoglycaemia and must be able to recognize their own warning symptoms. They must be -advised about alterations in their regimen to accommodate to shift working and be advised about such matters as care of the feet. Good cooperation between the patient's general practitioner, the diabetic clinic and the occupational health services is essential.
One would probably not advise a diabetic to enter a job requiring fine visual tasks like precision engineering or watch-making if one considers the possibility of retinitis in later life. Nor to seek work in a cold store, on trawlers or agriculture in case of vascular problems 20 or 30 years later. One might even advise against work in microbiological laboratories, animal houses or hospitals because of the risk of infection. Dr P A M Diamond, Head of Medical Service, London Transport, pointed out that her organization would advise against work requiring considerable effort, for fear of hypoglycaemia, or work entailing irregular hours and changing shifts, such as bus conducting. Also booking clerks may be locked in their office alone to protect the money. She emphasized that apprentices are closely supervised for 3 years, but after that they may be placed in a great variety of jobs, conditions and travel, so that versatility and motivation are important prognostic factors. The problem should be seen in perspectiveonly 0.2% of applicants rejected for employment have diabetes, compared with 20% with vision below standard. Some diabetics, however, are probably deterred by their condition from applying for posts.
Dr G Spathis, Secretary of the Medical Advisory Committee of the British Diabetic Association, distinguished the very different positions of the IDD and those on oral treatment. Diabetics controlled by biguanides or diet alone never get hypoglycaemia, at worst short spells of nausea or dizziness, and those on sulphonylurea very rarely. Perhaps those very tightly controlled or who drink heavily are at increased risk (Steel & Duncan 1983) . All speakers agreed that noninsulin-dependent diabetics are fit for almost any work.
Thirdly, the occupational physician can advise the employer or personnel officer of the diabetic and give reassurance about the good prognosis of diabetes with modern treatment. The occupational physician should be honest about the risks and point out how near 'normal' the non-insulin patient is, since ketoacidosis and hypoglycaemia will be no problem. Adequate supervision at work and hospital are essential. Shift work can usually be accepted with suitable modification of diet or with two insulin injections a day. As Dr S J Searle, Regional Medical Officer, Post Office, stated, communication between personnel officers, nurses and doctors at work and clinic is essential in monitoring performance, absences and rehabilitation. The effects of the work on the employee's health have to be watched, e.g. job and location changes, just as much as the potential effects of the disease and complications on his work. The promotion of health at work involves education, such as getting the patient to carry sugar, regular monitoring of weight, urine, blood, X-rays and smoking, as well as the catering facilities at work.
Fourthly, the patient himself can do a great deal to improve his employment prospects. The responsible and reasonably intelligent diabetic can compete with anyone. The problem is the patient whose familiarity with the disease breeds laxity in management. A patient who can test his blood sugar at home and perhaps keep on two insulin injections a day may achieve better control of his disease. The patient who carries glucose for use in the event of hypoglycaemia will obviously fare better than the one who forgets, and the one who takes good care of his feet may avoid vascular complications.
Diabetic patients must acquire skills which enable them to compete on equal terms. We may not be able to transform all our ugly ducklings into swans, but there may be employment prospects for many different kinds of bird. 
